Chapter 3 focuses on childbearing, including planning for pregnancy, fertility, abortion, and birth rates, pregnancy spacing, conditions during pregnancy, and access to health care. This chapter also discusses how prenatal care, nutrition, weight gain, harmful substances, and health insurance coverage affect a pregnancy. Although Chapter 3 is about pregnancy, it begins with a discussion of infertility to acknowledge that some women who desire to become pregnant are unable to do so.
(one fetus) pregnancies. 6 Infertility may result in strained family relationships and loss of personal self-esteem with accompanying depression as individuals attempt to deal with their particular situation, especially if pregnancy is unlikely.
Family Planning
Family planning enables women of childbearing age and their partners to limit their number of children to their desired family size, to control the timing of a pregnancy, and to prevent unintended pregnancy. Planning for a family may play an important role in the health and well-being of the mother, infant and family. Spacing of pregnancies closer than three months between delivery of one child and conception of a subsequent pregnancy may cause poorer pregnancy outcomes.
Approximately 60% of U.S. women of childbearing age reported current use of contraception. Of these, 61% used reversible contraception, and 39% have been permanently sterilized (either the woman or her partner). 7 The chance of becoming pregnant when not intending to ranges from about 0.1% for Norplant implants to 85% for sexually active couples who do not use any contraceptive method (Table 3 .1). According to national data from Title X (federal funded family planning) clinics, the most frequently chosen method for family planning in 1991 was oral contraceptives (70%), followed by male condoms only (6%), and the combination of condoms and foam (5%). 8 Most clients (59%) had no previous live births and a few (8%) experienced more than two live births. Almost 20% of family planning clients 15 to 19 years of age experienced one or more live births. Most clients served by these clinics had incomes at or below 150% of the federal poverty level; almost two thirds of the clients (65%) were at or below 100% of the poverty level. 8 In Utah, family planning services are available from several sources: community and private providers, Title X clinics (Planned Parenthood Association of Utah), and city and county health departments. Title X and local health department family planning clinics serve more than 30,000 women each year, with increasing numbers of women who do not have health insurance. In Utah, more than 68% of clients served through the state's Title X agency in 1995 were below 100% of the federal poverty level. Clients served through Utah Title X and local health department clinics vary in age and racial/ ethnic groups (Table 3. 2). Utah law requires parental consent for minors to obtain contraception information and services from local health departments in Utah. Data reported in a recent national study indicated that any method of family planning is more effective and less costly than no method. 9 . Pregnancies avoided (defined as the difference between the number of pregnancies expected to occur if no method was used and the number expected to occur with each particular method) were calculated for each method. Direct medical costs were also calculated for each method, including the costs, benefits, and adverse side effects of contraception, and the costs of unintended pregnancies. The results of the study included:
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• The most cost-effective methods are the copper-T (IUD), vasectomy, the hormonal contraceptive implant (Norplant), and the injectable contraceptive (Depo-Provera). Each method is capable of saving at least $13,300 and preventing at least 4.2 potential pregnancies over a five-year period.
• Oral contraceptives prevented an average of 4.1 potential pregnancies, with a cost savings of approximately $12,800 over a five-year period.
• Other methods, such as barrier methods, spermicides, withdrawal, and periodic abstinence, have high failure rates and therefore were costly, but still saved at least $8,900 over a five-year period.
9.
Unintended Pregnancies
Unintended pregnancy includes pregnancies that are mistimed (unplanned, but desired) and unwanted (unplanned and not desired). Compared to intended pregnancies, unintended pregnancies are more likely to result in abortion, poor pregnancy outcomes, and insufficient participation in prenatal care. National data indicate that 57% of all pregnancies in 1987 were unintended at the time of conception. Of these, 51% ended in abortion, while the remainder resulted in a live birth. During the years 1982 through 1987 (the most current available data), the proportion of births in the United States resulting from unintended pregnancies has been increasing, with a slight decrease in abortion numbers. 7 Unintended pregnancies occur among women of all ages. However, the highest percentages of unintended pregnancies occurred among women under 20 and over 39 years of age (Figure 3 .1). Women who were more likely to have an unintended pregnancy included those who:
• were unmarried; • were in early or late range of their childbearing years;
• lived in poverty; or • were Black.
The authors speculated that there may be smaller subgroups who were at much higher risk, such as women who were homeless, teens who had dropped out of school, and women who abused chemical substances. In comparing unintended pregnancies nationally among White and Black women, mistimed pregnancies were more likely to be reported by White women, while a higher percentage of Black women reported unwanted pregnancies. 7 Of all unintended pregnancies, 47% occurred to women using reversible contraception, while 53% occurred among women using no contraception. It has been estimated that 202,000 Utah women are at risk for unintended pregnancy, and that almost 80,000 Utah women between the ages of 20-44 years are in need of publicly funded contraceptive services. 10 In Utah, publicly funded contraceptive services are available to approximately 30,000 women, leaving almost 50,000 women each year without access to these services. Close spacing between pregnancies can contribute to poor pregnancy outcomes, such as low birth weight and infant death. Close pregnancy spacing is generally defined as a pregnancy conceived within 12 months of delivery of a previous infant.
A recent study reported that short intergestational periods resulted in increased rates of low birth weight and preterm births. 11 Utah data for 1992-1995 indicate similar results (Figure 3. 2). Utah data demonstrated that infants who were conceived within three months of an older sibling's birth had a higher incidence of low birth weight, preterm birth and infant mortality compared with those who were conceived more than 12 months after an older sibling's birth. Groups more likely to have closely spaced pregnancies in Utah included women who:
• were unmarried;
• had less than a high school education; • were non-white or Hispanic;
• had inadequate weight gain during pregnancy • used tobacco during pregnancy;
• entered prenatal care after the first trimester; or • had inadequate number of prenatal care visits. 12 Reducing the number of pregnancies with short intergestational periods of three months or less can contribute to healthier outcomes for mother and infant, strengthen the parent-child relationship, and enhance a young child's development. 
Abortion
Nationally, the abortion number and rate have remained relatively stable since 1980, with some small year-to-year variations. In 1997, the Centers for Disease Control and Prevention (CDC) published an abortion surveillance report comparing individual state data with national data for 1993 and 1994. In Utah in 1994, 3,304 legal abortions were performed for a rate of 7.4 per 1000 women aged 15-44 years, a ratio of 86.3 abortions per 1,000 live births. Utah's abortion rate and ratio in 1994 were reported as much lower than the national rate of 21.0 and ratio of 321. 13, 14 (In 1995 in Utah, the number of abortions dropped to 3,292, the abortion rate declined to 7.1 per 1,000 women aged 15-44 years, and the abortion ratio dropped to 83.2 per 1,000 live births.) 12 An increasing number of pregnant women are choosing to continue their pregnancies to term rather than choosing abortion. 13, 14 The majority of Utah abortions (55%) in 1995 occurred among women between the ages of 20 and 29. The highest percentage of abortions in a single age group in Utah in 1995 was among women between the ages of 20-24 years, reflecting the age at which the greatest percentage of pregnancies occur. The abortion ratio by age groups (Figure 3. 3) reflects that women who are oldest (older than 44 years) and women who are youngest (under 15 years) have the highest number of abortions per 1,000 women in their age group. The age trend of Utah women obtaining abortions follows the national trend. Of women obtaining abortions in Utah in 1995, 83% were White, 2% Black, 3.6% were of other races, with the remaining percentage of women being of unknown race.
14 Utah women generally seek abortions earlier in pregnancy compared with women nationally. In Utah in 1994, 33% of women obtained abortions before 7 weeks of pregnancy compared with 14.4% nationally. In Utah, 65% of all abortions were performed before the ninth week of pregnancy compared to 52.6% nationally. 14 Of Utah women obtaining abortions in 1994, almost half (47%) had had no previous children. Compared to women nationally who obtained abortions in 1992, a higher percentage of Utah women were having their first abortion, and a smaller percentage of Utah women reported they had had one or more previous abortions (Figure 3.4) .
Current Utah law requires that each woman seeking an abortion is offered informed consent materials which include a state-produced booklet and video. Since 1950, Utah's fertility rate has been higher than the national rate. Utah ranked first among states in the nation with a general fertility rate (the number of live births per 1000 women 15 -44 years of age) of 85.9 for the period 1950 through 1994. Total fertility rate is a more precise measure of fertility that estimates the number of children a woman will have in her lifetime. The 1995 Utah total fertility rate of 2.6 is also higher than the national rate of 2.1 (1994) (Figure 3 .5). The pattern of age-specific birth rates (number of births to women of a given age group, per 1,000 women in that age group) for Utah is similar to that of the nation, although Utah women give birth at somewhat younger ages than women in the U.S. as a whole (Figure 3.7) . This finding may be related to the fact that Utah women tend to marry younger than women who live elsewhere in the U. S. 
Characteristics of Utah Women Giving Birth
In 1995, there were 39,556 births to women residing in Utah. Of these, 94.7% were to White women, 1.5% to Native American women, 0.6% to Black women and 3% to women of other races. During this same year, 7.9% of all births in Utah were to women who reported they were of Hispanic origin. 14 Of Utah women giving birth in 1995, 13.3% of women had less than a high school education, 31.9% were high school graduates, and 53.4% had attended one or more years of college. In 1995, 6,216 births were to unmarried women accounting for 15.7% of all live births. Births to unmarried women in Utah have increased from 4.5% in 1970 to 15.7% in 1995, a trend that follows national statistics. 16 
Prenatal Care
The Healthy People 2000 Goal is to have 90% of all pregnant women enter prenatal care in the first trimester. The percentage of Utah women who give birth to a live born infant and enter prenatal care in the first trimester (first three months of pregnancy) has gradually increased over the past decade from 80% in 1985 to 85% in 1995. 16 In 1995 compared with 50 states and the District of Columbia, a higher percentage of White Utahns got early prenatal care than Utahns of Color (Table 3 .4). In 1994, Utah tied for ninth lowest (best) for late or no prenatal care with 2.8% of women giving birth to a live born infant reporting late (last trimester entry) or no prenatal care. 15 Utah vital records data for the years of 1992-1995 indicate similar results (Figure 3.8 Women of Color and Hispanic women are less likely to receive early prenatal care and more likely to receive no prenatal care than White women in Utah (Figure 3.9) . Hispanic women are also overrepresented among women who received no prenatal care during their pregnancies. Although only 7.4% of Utah women who gave birth to live born infants during 1992-1995 reported that they were of Hispanic origin, 21% of all women who did not receive prenatal care were of Hispanic origin. Hispanic women may be members of any race.
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Adequacy of Prenatal Care
Utah birth certificate data for 1992-1995 showed that 61% of mothers had adequate prenatal care. Adequate care was defined as entry sometime before the fourth month of pregnancy and at least 11 visits for women giving birth to infants with gestational ages of 38 weeks or more. Women who gave birth before 38 weeks of gestation had adequate care if they began prenatal care by the fourth month and had at least 8 visits. 16 Pregnancy outcomes for women who did not receive prenatal care were significantly poorer than those for women who received prenatal care. The incidence of low birth weight and very low birth weight were significantly higher among women who did not seek or were unable to access prenatal care (Figure 3.10) . Of women who did not obtain prenatal care, 14% delivered a low birth weight or very low birth weight infant, compared to 6% among women who received prenatal care. The finding of poorer outcomes among women who received no prenatal care probably reflects a high risk group of women who do not access prenatal care for many reasons. Further study of this group is needed to develop interventions that effectively have an impact on pregnancy outcomes among these women.
Women less likely to receive any prenatal care in Utah (Figure 3.11) included those who were:
• between the ages of 15 and 17; • unmarried; • of racial and ethnic minority populations; • educated less than high school; • reporting use of tobacco or alcohol during pregnancy; or • living in rural communities. Interventions to improve prenatal care access need to be targeted to those areas of the state with higher percentages of women not entering prenatal care. Factors that influence these rates may include access issues of geographic distance, available providers, or financial barriers; as well as cultural beliefs and practices, and personal choice.
Nutrition During Pregnancy
Information about the nutritional status of Utah pregnant women is available from the WIC Program. Women eligible for WIC services are those whose income levels are at or below 185% of the poverty level and who are pregnant or postpartum with continuing breastfeeding. The Utah WIC program participated in the CDC Pregnancy Nutritional Surveillance System (PNSS) along with about 27 other U.S. states, territories or other geographic areas.
Prenatal weight gain is strongly associated with birth outcomes. A Healthy People 2000 goal is that 85% of pregnant women gain the recommended amount of weight during their pregnancies. WIC clients' prepregnancy weight status showed that 18% of clients were underweight and 29% were overweight. In examining weight gain during pregnancy, 43% of Utah WIC enrollees had ideal weight gain during their pregnancies, while 27% had less than ideal weight gains and 31% had greater than ideal weight gains. In 1994, of the 13,798 women enrolled in the Utah WIC program, 7% of the prenatal clients and 16% of the postpartum clients had low hematocrits, a measure of iron deficiency anemia. The low birth weight incidence for the total population of Utah mothers enrolled in WIC in 1994 was 6.1% compared to the state rate of 5.9%.
Drug Use During Pregnancy -Tobacco, Alcohol, and Other Drugs
Substance use in pregnancy may include alcohol, tobacco, and other drugs, ranging from overthe-counter drugs, prescribed drugs, to illicit substances, such as marijuana, cocaine and heroin. Although substance use does not necessarily constitute abuse, use of tobacco, alcohol or other drugs during pregnancy can contribute to health problems for a pregnant woman and fetus. However, any affect depends on the substance used, the timing of use during pregnancy, and the amount used. Some substances used during pregnancy have no known or documented effects on the fetus, while others may significantly affect the fetus. Prenatal substance use may be associated with delayed entry into prenatal care and a lack of continuous prenatal care.
Of Utah women delivering a live born infant in 1995, 9.3% reported use of tobacco and 1.7% reported alcohol use during their pregnancies. 12 In a recent prevalence study of women in Utah, approximately 8% of women studied in 10 urban and suburban hospitals had positive toxicology screenings (positive urine drug test) at the time of delivery. 16 Substances included alcohol, over-the-counter amphetamines, marijuana, cocaine, and illicit amphetamines in order of frequency of detection. Opiates were not included in study results because tests were administered anonymously, thus preventing distinction between illicit opiate use and prescribed opiate administration during the labor and delivery period. Cocaine positive and marijuana positive women were more likely to be non-white or Hispanic and to have no insurance or Medicaid compared to women who tested negative for these substances. Women on Medicaid or with no insurance were four times more likely to test positive for illicit substances than were women with private insurance.
In a second prevalence study of Utah prenatal clients from both private practice and public clinics, almost 10% of women tested positive for one or more substances. 17 In this study, alcohol was the most frequently identified substance, followed by marijuana, opiates, cocaine, and amphetamines. A similar percentage of women in private clinics tested positive compared with women in public clinics (10.0% versus 9.6%). In the private group, the most frequently detected substance was alcohol, while in the public group, the most frequently detected substance was marijuana.
In a recent study of infants born to Utah women in a regional perinatal center, positive toxicology results were noted in 13% of the study population, with marijuana, opiates and cocaine being detected in decreasing order of frequency. 18 Compared with women whose babies tested negative, women whose babies tested positive were more likely to have:
• Medicaid or no insurance;
• three or fewer prenatal care visits; or • reported prenatal history of tobacco, alcohol, or social drug use.
Although substance use occurs at lower rates than those found in other more densely populated states, these studies indicate that substance use during pregnancy is a concern in Utah. Because substance use crosses all social classes, providers caring for pregnant women need to incorporate universal substance use history taking and selective urine drug screening into routine prenatal care practice to identify women who can benefit from referral to substance abuse services and treatment. There continues to be a need for educational campaigns to inform the public about the harm various substances have during pregnancy.
Health Care Access
Geographic Access Issues Access to prenatal health care varies depending on the geographic area of the state. There are areas in Utah with high ratios of women of childbearing age to providers, resulting in limited access to a prenatal provider in their geographic area (Figure 3.12) . Four rural counties (Daggett, Piute, Rich and Wayne) have no prenatal health care provider of any kind. Limited access to prenatal care providers or specialists may have associations with higher low birth weight and infant mortality rates. (See Chapters 4 and 5 for low birth weight rates and infant mortality rates for local health departments in the state.) Women in rural communities may have to travel many miles to a provider and/or a hospital. Some people in Utah's rural communities live more than 30 miles from a prenatal provider ( Figure  3.13) . The majority of counties (25 of 29) in the state have some kind of prenatal care provider, such as a general practitioner, family practitioner, obstetrician, nurse practitioner or certified nurse midwife. However, more than half of the counties (16 out of 29) are without any obstetrician-gynecologist (Figure 3.14) . Of concern here is the potential lack of access to a specialty provider for management of high risk pregnancies. In the event of a high risk pregnancy, the local health care provider has to consult with a physician at an urban perinatal center or refer the pregnant woman for care and management to one of these centers in the state. There may be a need to strengthen consultative relationships to assure better access to consultation services for rural providers.
Third Party Payer
Most women in Utah have insurance coverage for prenatal care, if one assumes that third party payer (payer other than individual patient, such as a health insurance organization) reimbursement for delivery costs included payment for prenatal care as well. There has been a shift in third party payer source for women giving birth between 1992-1994, with increases in self-pay (not third party) and managed care and decreases in commercial and Medicaid (Figure 3 .15).
The increased percentage of self-pay hospitalizations indicate that more women are without a third party payer for prenatal care. Reasons may include:
• inability to purchase health insurance because it is not offered or it is too expensive;
• ineligibility for health coverage because the pregnancy is classified as an uncovered pre-existing condition, or because of presence of another pre-existing condition; or • ineligibility for public assistance because working poor families have income levels higher than those allowed for eligibility for some programs, or because of residency status.
In 1988, Utah implemented the prenatal Medicaid program which allows women whose income levels ordinarily would be too high to qualify for Medicaid to apply for coverage for pregnancy-related care. Utah is one of 16 states that allow women meeting both residency and income (at or below 133% of the federal poverty level) requirements to be eligible for Medicaid funding for prenatal care. There are 34 other states that have adopted income eligibility levels higher than the 133% level. Those states allow more women to qualify for prenatal Medicaid programs. Pregnant women may apply for Presumptive Eligibility, a quick determination of probable eligibility for Medicaid funded prenatal care. Women with Presumptive Eligibility have access to prenatal care while awaiting their formal Medicaid eligibility approval or denial. Women on prenatal Medicaid qualify for continuous eligibility through the end of the second month after delivery. The newborn is continuously eligible throughout the first year of life. In Utah in 1994, Medicaid paid for 12,306, or 36% of all deliveries in the state. Of these, approximately 8,000 women were covered because of the higher income eligibility (133% of poverty) of the prenatal Medicaid program. Individuals who live and work in Utah without documentation of citizenship or residency are not eligible for Medicaid prenatal care coverage, although they may qualify for Medicaid Emergency Medical Services for labor and delivery expenses only. Infants born to these women are U.S. citizens and therefore may be eligible for Medicaid coverage.
Delivery Care and Hospital Stays
The current trend toward shorter hospital stays after delivery has raised concern about the impact of this practice on the health and well-being of both mothers and infants. Utah is following the national trend of shorter hospital stays for maternity care (Figure 3.16 ). The length of hospital stays vary by payer type, with self-pay resulting in the shortest hospital stays followed by Medicaid, other commercial, managed care and Blue Cross / Blue Shield as primary payers.
Utah hospital discharge data for 1992-1994 showed the overall average length of stay for vaginal deliveries was 1.55 days versus 3.41 days for women delivering by cesarean section. Length of stay differed by type of payer and delivery method (Figure 3.17) . In 1996, the U.S. Congress passed legislation to prohibit insurance requirements from limiting a woman's post-partum hospital stay to 24 hours or less. Monitoring of hospital discharge data needs to continue to track length of stays. 
